The Sudan in its remote and recent history has been swept by epidemics of different diseases, some of which have taken a heavy toll of the populationmalaria, yellow fever, Kala-azar, cerebrospinal meningitis, etc., are well-known examples of such diseases. When they occur every possible resource is made available for their control.
Trachoma is not as spectacular because it does not take away life, but it lurks in the community and many young and able adults have been blinded and incapacitated by it. Trachoma is the main cause of blindness in the Sudan, but there are others, such as onchocerciasis, bacterial conjunctivitis, and trauma.
The present report describes some data on the prevalence and distribution of trachoma which may help to explain its epidemiology in this part of the world.
Prevalence and distribution of trachoma GEOGRAPHICAL DESCRIPTION
The Sudan is a vast plain covering nearly 2 500 000 kM2. It lies between latitude 2I 0 55' N and 30 53' N, and longitude 2I' 54' E and 380 30' E (Fig. i) . The rainfall varies from o cm in the north to I52-4 cm a year in the south, producing areas of desert in the north and jungle in the south. In central Sudan, the rail falls mainly during a period of 4 or 5 months and the rest of the year is dry. Moving southwards, the period of rainfall becomes longer than in the north until, in the extreme south, it rains throughout the year.
Temperature shows great diurnal variations in the north, whereas further south the variation is less. This is possibly because of the increased rainfall and humidity, so that temperatures are almost constant throughout the year.
In northern Sudan, which is semi-arid, intense thunderstorms occur in the summer, bringing about strong winds that cause terrible sandstorms known as 'habubs', which cover everything with a blanket of dust. (Fig. i) .
Atbara is an industrial town and the centre of the Sudan Railways workshops. It has a population of about 50 ooo and is supplied with clean, chlorinated water. The town is surrounded by villages, the inhabitants of which are mainly farmers, who have no supply of clean water and whose standard of hygiene is very low.
Children in the town of Atbara were examined for trachoma; Table II shows that 37-7 per cent of children under the age of i year in that town had developed trachoma. This prevalence increased until it reached 56-77 per cent in the age group I-I4 years.
The results of a similar study in the rural community are shown in Table III . It was noted that 48-3 per cent of children in rural communities became infected before the age of i year and that 71 3 per cent of children aged I-4 years were infected with trachoma.
Factors influencing the prevalence and distribution of trachoma In the Northern Province the morbidity rate was 83-2o and in Equatoria Province it was 0-94. In an attempt to find the reason for this high prevalence in the north and much lower prevalence in the south, various factors were examined: Altitude This appeared not to be of great significance, as the whole country is a vast plain with few mountains and hills. (Fig. 2) , it was found that the mean annual isotherms were similar in the north and south. Rainfall This is the main variable element in the climate in the Sudan and is responsible for the fact that the Sudan is divided into several climatic belts, which run across the country from east to west, with barren deserts in the north, different types of savannah in the centre, and broad-leaved woodlands and forests in the south. The rainfall increases gradually from the north to the south. To determine whether there was a correlation between the prevalence of trachoma and the rainfall, the morbidity rate was plotted against the mean annual rainfall in each province. Fig. 3 shows that the morbidity rate fell as the amount of rainfall increased, except in the Blue Nile Province where, although the mean annual rainfall was high (437 mm), the morbidity rate was also high (22-84).
Relative humidity Since the prevalence of trachoma was inversely related to the rainfall, with one notable exception, it was thought that the factor that affected trachoma 37 Table I) were 83-2 and 22z84 per iooo respectively. In the south, however, where there is a primitive community, bad personal hygiene, and poor socioeconomic conditions, the prevalence of trachoma was low, the average annual morbidity rates being 3-I2 in Upper Nile, 0o94 in Equatoria, and o023 in Bahr El Gazal. The difference in incidence between the north and the south was statistically significant (P < 0o0I).
In an effort to explain this difference, many factors were studied. Altitude and temperature were excluded because the country is a vast plain and temperatures were generally equal in the north and the south (see map of annual temperature). It appeared that the factors which affected the prevalence of trachoma in the Sudan were the annual rainfall and'the'relative humidity, which are interrelated. The desert conditions in the north favour frequent high winds and strong sandstorms-'habubs'. These result in the bombardment of the eyes by small sand particles, producing mechanical trauma of the conjunctivae and rendering them susceptible to infection by trachoma agent. The area subjected to sandstorms extends from the northern province up to the Blue Nile Province, and this area has the highest incidence of disease (Table I) (Darougar, 1974) .
Thygeson and Dawson (I966) believed that the high prevalence of trachoma in the desert is caused by lack of water and consequent poor personal hygiene. This may be the case, but we found that, in the town of Atbara in the north, which is supplied by piped and chlorinated water in adequate quantities, the incidence of trachoma in pre-schoolchildren (I-5 years old) was 56-7 per cent, and that in children of the same age group in the villages was 7I 3 per cent; yet all these villages were on the bank of the Nile and there was no scarcity of water. 
Conclusion

